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THE PLASTIC SURGERY OF WAR 
WOUNDS AND BURNS* 


Lr. Cot. JAMES Barrett BROWN, 

Mepicsn Corps, ARMY OF THE UNITED STATES 

Plastic surgery in the Army has for its 
aim the restoration of function, so that 
wounded soldiers may be returned to full 
duty. This imvolves the early closure of 
wounds, the grafting of deep burns, and the 
realignment of fractures of the facial bones 
so that jaws can function properly, the air- 
way can be maintained, and the eyes may be 
on equal level. Along with bony deformity 
goes soft tissue replacement and adjustment 
—bone and soft tissue are inseparable in the 
consideration of facial injury. Near the front 
and in any forward position little definitive 
plastic surgery can be carried out, but as the 
proper early treatment is so important for a 
successful outcome it is desirable that all for- 
ward officers know something about this spe- 
eialized part of surgery. These may be 
simple rules of control of hemorrhage, provid- 
ing for an airway, restoring the position of 
features torn out, and not doing any unnec- 
essary surgical procedures. Second of im- 
portance is the recognition that patients with 
compound facial injuries should be evacua- 


ted promptly. This is evidenced by the fact 


that a proper early restoration of many fa- 
cial injuries may give a result in one opera- 
tion, that will require many operations if the 
tissues are allowed to heal out of position. 


- Where there has been a marked loss of tissue 


a simple early plan of replacement and align- 
ment can still be followed out for what is left 
behind. 


At the next echelon of surgical care where 


. “more definitive work can be done an attempt 
_ has been made to supply surgical teams who 
have been trained in plastic surgery, and it is 
o to these that the severe compound facial in- 
_ juries are sent. Even here complicated 
- wounds eannot be finally cared for and they 





*Read before the Medical Society of Delaware, Wil- 


- mington, October 31, 1943. 


are again rapidly evacuated to base hospitals 
or plastic surgery centers. Plastic Surgical 
services are provided in many general hos- 
pitals so that decisions can be made here as 
to whether a soldier is to have his treatment 
completed in the combat zone or returned to 
the interior. Wounds that will require exten- 
sive time-consuming repairs are usually sent 
home to plastic surgery centers for reasons 
outlined below. 

There are several reasons for incorporating 
rules of surgery adapted from specialized 
training in all echelons of military surgery, 
and they are briefly summarized here. 


All general rules do not always apply to 
facial and plastic surgery, e. g., the cutting 
debridement recommended in the last war 
must be omitted or used very cautiously for 
fear of cutting away a feature or exposing an 
eyeball. Debridement is highly important, 
but consists of careful cleaning and removal 
of foreign bodies and obviously loose bone 
chips. The opposite stand could be taken to 
the cutting debridement, in saving all the 
soft tissue and bone possible. It may be said 
to be better to leave in something that might | 
die rather than to cut away something that 
might live. : 

Leaving wounds open as so widely advo- 
cated in this war does not always apply to 
faces, e. g., a nose, ear, eyelid, or cheek hang- 
ing loose should be at least started in the 
right direction. In the Army there may be 
traffie accidents the same as in civil life and 
the earliest possible definitive treatment is 
necessary for the best results in compound 
facial injuries. The Allies have proven this 
to their satisfaction in several places. 

Exposed wounds in battle and blitz evacua- 
tion will become contaminated with hemo- 
strep in 80-100% instances in 6-8 hours. 
Faces can’t be packed open and dressings 


‘maintained as in other areas, because of con- 
-tinual recontamination from the mouth and 


alrway. 
35 
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Bone fixation in faces may be as important 
as elsewhere, and in the face there is not as 
much tissue to fall in around fracture sites 
as over most long bones. Soft tissues else- 
where are not as important. 

Gas gangrene is the main infection to avoid 
in both eutting debridement and in packing 
wounds open, but the face apparently does 
not develop gas gangrene. 

Sulfonamides are important for wounds 
here as elsewhere; preferably taken inter- 
nally. 

Hemorrhage is difficult at times, and it is 
best to leave clamps in wounds if tying is 
difficult or takes too long. Ligation of neck 
vessels is of little avail and should not be 
done without exercising the greatest care. 

Airways are apt to be blocked with tongue 
and hemorrhage, and a special courier is 
often needed to take desperate patients back. 
Tongue fixation to clothes is perhaps worth- 
less in severe instances. Tracheotomy is apt 
to be more fatal than hemorrhage, and is 
rarely necessary. Only 1 was found in the 
United Kingdom from blitz. In a recent ca- 
tastrophe in this country 3 of 5 died, and the 
operation is not a minor one for either the 
patient or the surgeon. 

Morphine in large doses intravenously, rec- 
ommended generally, is not indicated in face 
or head wounds. 


Associated injuries, mainly of the skull — 


and brain, may delay and make treatment 
difficult and even neglected at times. 

There are two essential differences from 
civil injuries in war injuries. 

a. Dirt. Delayed evacuation up to 48 
hours allows much dirt and contamination, so 
that even after patients have gotten back to 
this country their wounds may still be show- 
ing effect of dirt and continued contamina- 
tion and infection. 

b. Shell fragments, twisting and swirling 
around, fragmenting tissue, winding up ten- 
dons and nerves, and leaving solid immobile 
scar tissues in the softest kinetic areas. Where 
facial bones are involved there is a sort of an 
explosion of them with multiple fragmenta- 
tion and death of the chips. Blasts of powder 
in areas of the body concealed by clothing 
make little difference, but in the face the 
ugly blackness requires removal. 
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Shell fragments about face and head may 
knock out sections of skin and bone at any 
level of the skull, eyes, nose, palate, lower 
jaw. These lesions may differ in different 
theaters and according to the kind of war- 
fare, e. g.: small fragmented shell fragments 
piercing tissues and often staying there, do 
not produce the same type of wounds as 
single machine gun bullets or large bomb 
fragments. 

For shell fragments qwescent in brain, it 
is not our prerogative to say what to do, but 
until further observations are made we do 
not think men should be sent back in service 
without most careful consideration that they 
have no intracranial fragments. 


Patients are sent home for definitive plas- 
tie surgery for the following reasons: 

a. By the time they get to areas where 
final restoration can be done the wounds are 
swollen and infected and may have bone 
chips coming out so that repair is prevented. 

b. Evacuation rules call for not keeping 
patients too long; these vary with different 
theaters. 

e. Uncontrolled repairs with no follow-up 
of results are apt to be started unless special 
centers are set up, and evacuation to them 
carried out, and they complete the repair. 

d. Patients with faces shot away deserve 
to come home for long series of operations. 

Gunshot or shell fragment wounds of the 
face are only a part of the problems of repair 
that are required. The extremities take up 
26% of the body surface, and extremity 
wounds are not as apt to be fatal as those of 
the head, chest, and abdomen. For these rea. 
sons a large pereent of war wounds are of 
the extremities. The healing of open wounds 
is greatly hastened by closing them with 
skin grafts, and one of the main functions 
of the plastic surgeon in the combat zone is 
closing these wounds with skin grafts. When 
these wounds have contracted, and deformed 
tissue disrupted function, the resection of 
scars and replacement with skin grafts or 
flaps is an important part of the work when 
the patients are returned home. 


If a deep operation on bone, tendon, or 
nerve has to be done, this operation has to 
have satisfactory surface healing to be suc- 
cessful. Providing suitable covering for these 
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services to work through forms a large part 
of the work of plastic centers in the Zone of 
the Interior; and cooperation of the three 
services of neuro, orthopedic, and plastic sur- 
gery affords the best chance for the patient. 

Gunshot and shell fragment wounds are re- 
sponsible for about two-thirds of the work in 
this plastic surgery center, and burns account 
for about one-third. 

BURNS 

Burns may assume an important place in 
this war, and certainly seem to in the eyes of 
the enemy also or so many burn-producing 
tactics would not be employed. Another 
point of importance is the large number of 
burns that may occur at one time. Another 
is the possible involvement of civilians, 
women and children, .as well as those in the 
services. Another point of importance is the 
large number of burns that can occur, in or 
out of action, in the present type of warfare, 
with so many chances to get burned because 
of gasoline being so much in evidence. Along 
with this goes a carelessness that is unbeliev- 
able at times, so that now there are many 
avoidable burns. Besides the suffering and 
the waste of time, the carelessness may cause 
a great loss of property. 

The Australians, -who suffered excessive 
casualties, are reported as having had more 
patients from burns and traffic accidents 
than from battle casualties on some occasions. 
These points are mentioned because: steps 
should be taken for prevention whenever 
possible, and this may fall primarily to the 
doctors. The possibility that the total num- 
ber of burns may be small presumably makes 
some services not pay much attention to them, 
but they present some of the most difficult 
problems in military surgery, just as in civil 
life. 

The main problem of burns in the Air 
Force is about 80% the repair of deep ones 
of the hands and face, requiring extensive 
skin grafts and flaps, the hands to get back 
in service and make a living, the face for eye 
function, social, and economic status. An im- 
portant point is that the crippling hand burns 
could almost all be prevented if leather gloves 
were worn routinely. 

The primary treatment of burns may 
greatly influence the final outcome and it is 


DELAWARE STATE MEDICAL JOURNAL 37 


to the credit of observations of plastic sur- 
geons that coagulating methods of treatment 
have been given up. No one plan of treat- 
ment is applicable to all burns in all military 
situations, but for deep burns one can usually 
follow a simple rule—‘‘get the areas as clean 
as possible as soon as possible and restore 
what skin has been lost with skin grafts.’’ 


The following quotations are borrowed 
from an article on burns published in Clinics, 
Vol. I, No. I, June, 1942, J. B. Lippincott 
Company : 3 


‘*F'ull thickness losses of skin from burns 
over large areas will nearly always require 
resurfacing with skin grafts, if normal fune- 
tion or appearance is to be restored. Early - 
recognition of the necessity of grafting is im- 
portant so that restoration can be made, if 
possible, before contractures and deformities 
have occurred. Because of a tendency for 
most of the effort in burns to be directed to- 
ward the original local treatment and the 
prevention of shock, and because of misinter- 
pretations of the value of deep scar and sear 
epithelial healing, there has often been a 
great deal of time, effort and pain expended 
in waiting for permanent spontaneous heal- 
ing in areas that were too large to heal or to 
stay healed. Patients with long drawn-out 
burn histories are known in many institu- 
tions, but it is sometimes apparently missed 
that this condition might be avoided. Exces- 
sive morbidity and length of hospital stay, 
heavy expense for ointments and dressings 
are frequently noted. — 


‘‘No known chemical can cause the regen- 
eration of the full thickness of the skin, and 
there is a wide variation of epithelial healing 
in different patients, and of wound healing 
in general in various parts of the body. Since 
wounds heal partly by contraction of the 
edges, those wounds whose edges ean collapse 
the most will heal the most promptly and per- 
manently. Another point of importance is 
the location of the burn from a functional or 
kinetic standpoint, e. g., a loss of one square 
inch of skin from the eyelid, nose or finger 
might be of much greater importance and 
cause much greater distress than the loss of 
a half square foot over the flank. 
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GRAFTS 

‘*Karly grafting of burns is the ideal pro- 
cedure and most of them can be cleaned up, 
sloughs separated and the patient generally 
ready for operation in 20 to 30 days. This 
requires open surgical drainage, debridement, 
and general supportive measures for the 
patient. Chemotherapy locally, and gener- 
ally if infection is present, soap and water 
cleansing, fine-mesh gauze and pressure 
dressings are requisites that have become al- 
most standard procedures. 

‘‘For all burns, recognized from the start 
to be deep and to require grafting, and for 
all burns of the hands, face and genitalia, it 
is usually best to employ open surgical drain- 
age and chemotherapy at the outset rather 
than to use tannic acid or other sealing meth- 
ods. This applies also, if the patient has not 
been seen in the first few hours. 

‘‘Immediate graftmg of burns by wide 
debridement of the area and applying free 
grafts has been suggested at intervals for a 
long time, Murat Willis being the most 
quoted author. While this might be useful 
in certain types of burns in certain areas, it 
could not be universally applied, as too much 
- good skin would be wasted at times and too 
little burned area removed at others. Also, 
it naturally would not be applied to wide- 
spread burns of the face and hands. 

‘Thick split-skin grafts of one-half to 
four-fifths of the full thickness of the skin 
are used on nearly all raw surfaces and open 
wounds, and are also used on many late 
healed deformities that have to be opened and 
the parts dissected back or returned to their 
normal position. 

‘‘Full thickness grafts are still used at 
times on exposed surfaces, as the face, neck 
and hands, when it is important to gain the 
best and quickest good cosmetic result. 

‘*Z-flaps are used sparingly in plastic re- 
pair of burns, although they are very fre- 
quently reported. The reason they are spar- 
ingly used is that their utility is low; in the 
first place, they are scars themselves and do 
not do well as direct flaps, and in the second 
place, bad contractures have lost more skin 
than they can restore. They are useful, if 
there is just a webbing without deformity, 
but this occurs only infrequently and then 
only after a long period from the time of the 
burn.. For example, if an arm can be raised 
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clear above the head, but there is a web, then 
the web will suffice for the repair. If it can- 
not be raised clear above the head, then there 
is so much scar that there will have to be 
skin added to permit complete function. The 
process of using the flaps is not to dwell so 
much on the Z or reversed Z, but to split the 
web so that two surfaces exist and then 
fashion flaps so they cross or fit into each 
other. -They are usually about 60° angles 
with bases opposite each other, but they may 
be W or U or T9 shaped. In all repairs, all 
available or usable skin should be used, of 
course, but if the flaps do not permit complete 
function, then the edges still ean be placed 
in their normal positions and skin grafts 
added. . 

‘*Pedicle flaps, of course, have to be used 
if features are missing or if thick padded re- 
pairs are necessary, such as the sole of the 
foot, but whenever they can be omitted in 
favor of free grafts much time and expense 
are saved.’’ 3 

The use of skin grafts makes up 60% of our 
work, so far, and it is interesting that the 
Section on Plastic Surgery in the Medical 
Department’s Report of the last war does not 
mention skin grafts except in one short refer- 
ence. Neither does it mention burns. In dis- 
eussing this with one plastic surgeon in Eng- 
land, he said that what is routine in grafting 
now would have been thought fantastic then. 

Grafts are not new. A new skin graft 
would not be possible unless we could develop 
a new kind of skin. Their status is just slowly 


going forward with many workers contribut- 


ing to the development of their use. 


DISCUSSION 
Dr. W. E. Birp (Wilmington) : I am inter- 
ested in that Col. Brown does not use tannic 
acid on the face, which bears out the experi- 
ence we have had in civilian practice. You 
cannot use tannie acid on the four F'’s: face, 
flexors, fingers, fundament (perineum or 


genitalia). The experiences of the Cocoanut 


(rove disaster are illuminating, where the 
number of persons burned was so large that 
only the simplest treatments could be given. 
thing. Of all the treatments that have been 
The simplest thing to do is often the best 
discussed the one that comes closest to the 
man on the civilian home front is a simple 
dressing of boric ointment with a little sul- 
fathiazole. I have not used tannic aeid for 
31% to 4 years. 
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RECONSTRUCTIVE SURGERY OF 
WAR INJURIES* 
MaJ. SPENCER T. SNEDECOR, 
MevicaL Corps, ARMY OF THE UNITED STATES 


At an Army general hospital we carry out 
the final phase of reconstructive surgery on 
the soldiers who are injured in‘service. A 
large percentage of our cases are battle cas- 
ualties that come to us by hospital train con- 
voys shortly after arriving in this country. 


These war casualties have received their 
initial definitive treatment near the front at 
an evacuation hospital or an advanced sur- 
gical hospital a few hours after being wound- 
ed. We have noted with interest how rapidly 
the men have been given first aid and brought 
back to hospitals for surgery. Frequently it 
has been only six to eight hours, but some 
cases in inaccessible territory the time runs 
up to 24 or 30 hours. Occasionally the Brit- 
ish or French hospitals rendered the first aid 
and later transferred the men to our institu- 
tions. ; 

The battlefields on which our injured have 
received their wounds read like a parade of 
the bitter battles of which you read in the 
daily newspaper. As we pick up today’s 
paper and read of the invasion of Sicily, we 
speculate upon receiving those casualties in 
six to eight weeks. 

From the front line hospitals the men tell 
how they have been evacuated back step by 
step every two or three days from: one hos- 
pital to another. Finally, they reach one of 
the large hospital centers on the coast where 
they remain until it is safe and convenient 
to load them aboard hospital ships for the 
return home. 

Our patients have arrived at this General 
Hospital in excellent condition. Out of the 
hundreds which we have received I cannot re- 
eall but a half dozen at the most which have 
looked toxic or sick upon arrival. Even 
though a great many had open wounds and 
compound fractures there has not been a 
single case of sepsis. Nor have we had a posi- 
tive blood culture. It is rare even to find 
_ one with an elevated temperature. One case 
had a severely crushed and avulsed foot 
which we studied for two weeks and then 








*Read before the Medical Society of Delaware, Wil- 


mington, October 13, 1943. 
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decided to amputate, but it has been our only: 
amputation. We have had no deaths among 
these cases. 

The story of the manner and sequence of 
treatment of our men reads something like 
this: a bad compotind fracture is given first 
aid at the battalion aid station and is then 
forwarded back through the collecting and 
clearing stations to a surgical hospital. Here, 
very shortly, he is operated upon, and the 
following procedure is quite uniformly fol- 
lowed : 

The wound is cleansed. Bleeding is con- 
trolled. All dead and injured tissue is ex- 
cised (debrided), and sulfanilamide is dusted 
throughout the wound. The wound is left 
open. This is a strict rule for war injuries. 
If the wound is deep it is packed lightly with 
vaseline gauze. Xrays are taken if the appa; 
ratus is available. The bone structures are 
placed in as good alignment as _ possible. 
Finally the limb is covered with a padded 
plaster cast to immobilize and protect it by 
including the joints above and below. As the 
patient moves back through the other hos- 
pitals the cast is inspected and the limb 
checked for circulation. Many times the 
patient reaches us in the original cast. In 
other cases it has been changed once or twice 
along the way, as need dictated. The protec- 
tion of injured arms and legs in plaster dress- 
ings makes their evacuation and transporta- 
tion possible and safe. 

Of all the surgical patients coming to us 
from the front about one-half are orthopedic 
eases. Nine-tenths of these cases arrive in 
plaster casts and nine-tenths of them are 
able to be up and about, a surprisingly large 
percentage. The wounds which we uncover 
from under even a stinking cast are nearly 
always healthy. Cavities are filling in. The 
skin is closing over and there is no edema. 
The healing of the fractures is progressing. 

The greatest punishment which we can in- 
flict upon these boys is to keep them in bed. 
The afternoon after a severe operation they 
demand food and keep it. Two or three 
days post-operatively they want to get up. 
Their vitality is amazing. 

Our approach to each ease is to make a 
thorough study and work-up. The original 
xrays and records accompany many right 
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along from the front lines to us. On others 
they have been lost and we have to take a 
eareful history in order to determine the 
injuries and sequence of treatment. Casts are 
soon removed, and reapplied if necessary, 
after the dressings have been inspected and 
ehanged. Xrays are taken. Then the case is 
presented to our orthopedic staff conference 
for a decision as to the plan of treatment to 
be pursued. 

Our eases cover every type of simple and 
complicated wounds and fractures. Through 
the use of lantern slides I will show you 
xrays of representative cases from each re- 
gion of the arms and legs. 

Many of our eases have badly comminuted 
fractures and severe structural loss but our 
worst complication is the peripheral nerve 
injuries. These comprise all stypes and se- 
verities, and in all combinations. It might 
be thought that shrapnel seems to search out 
nerve trunks, because we have had so many. 
Yet many others have had miraculous escapes 
from nerve involvement. However, we find 
this complication so commonly that in every 
examination of an arm or leg we inquire at 
onee for sensory or motor disturbances. 

The general principles which have guided 
us in the orthopedic surgery of these boys is 
as follows: 

1. The wounds must heal before any re- 
constructive operative work can be 
thought of. 

Fractures and joints must be maintain- 
ed in the optimum position and the 
best function preserved during healing. 
Large, deep, and draining wounds can 
well be kept in plaster casts with in- 
frequent dressings; as can those also if 
the position of the bone fragments re- 
quires immobilization. 

Edema must be prevented by support- 
ing limbs in plaster, gelatine boots 
or elastic bandages. Walking casts are 
very helpful. 

Joint function must be constantly con- 
sidered and worked on. Physiotherapy 
is important in restoring and main- 
taining function. 

The final stages of wound healing are 
accomplished more rapidly by expo- 


Marcu, 1944 


sure to air with frequent cleansing and 
change of dressing. 
At the earliest possible moment the 
wounds are covered with skin grafts. 
We are fortunate in having an excel- 
lent plastic service which cooperates 
with us closely. Bad scars everywhere 
are excised and covered with grafts. 
On most occasions split grafts serve, 
but where future operations are to be 
performed or special protection is 
needed, flap grafts from the abdomen 
are applied. Our final results are 
strongly influenced, in speed and ef- 
fectiveness of recovery, by this work. 
Bone comminution no matter how se- 
vere is treated conservatively. Seques- 
tra are removed from time to time. On 
the whole the healing of these shattered 
bones is good. 
Nerve suture is performed as soon as 
the neuro-surgeons feel it is safe; some- 
times before the wound is closed. 
Sulfanilamide. We use it freely as a 
dusting powder on open wounds. In 
surgery our rule is to place it in all 
wounds that are potentially contamina- 
ted or infected, but not if they are 
clean. In cases where we use it in the 
wounds we follow up with pre- and 
post-operative sulfadiazine for a week. 
Conservatism is our motto. With proper 
care and supervision nearly all of these cases 
make surprisingly good recoveries. We do 
not inject meddlesome surgery. We strive 
first to heal the wounds, then to develop the 
residual function in the arm or leg, get rid 
of edema, build up strength in muscles, and 
mobilize jeints. Active exercise in the physi- 
eal therapy and occupational therapy depart- 
ments. Weight-bearing to reealeify bones of 
the legs. And observation and study. Each 
ease is seen and studied many times over dur- 
ing the weeks of their convalescence to ana- 
lyze their problem. Opinions are asked from 
the other services, particularly the plastic and 
neuro-surgeons who work so closely with us. 
Plastic or nerve surgery may receive first 
preference. The patient is studied for the 
work for which he is to be fitted. Gradually 
a plan of reconstruction is laid out and the 
pattern of repair is organized. For example, 
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in a complicated hand ease, first the healing; 
second, a flap skin graft by the plastic ser- 
vice; next, perhaps a bone graft to replace a 
metacarpal; and later one or two stages of 
tendon transplants. 

We have been doing our reconstructive sur- 
gery on the potentially infected cases ra- 
ther early, from four to six weeks after they 
_have healed. So far we have had only one 
real post-operative infection. This was a bad 
foot problem in which we did a stabilization. 


The infection was not serious and the out- 


come was not affected. 

The operations which we perform are tail- 
ored to meet the individual ease. Later on 
when we can tabulate our results we will out- 
line the most helpful technies and principles 
which we have developed in detail. At 
present it is more advisable to give you a re- 
view of xray slides of some of our individual 
problem cases in order to illustrate how we 
have proceeded and what our results have 
_ been. 

| CoNCLUSION 
To the common question: ‘‘To what do you 


attribute the improved results in the care of. 


the wounded in this war?’’, we reply as fol- 
lows: 

1. Quicker and better first aid. 

2. Use of plasma and transfusions pro- 
fusely. 

3. Better and earlier definitive surgery 
in front line hospitals. 

4. Sulfanilamide. 

5. Open treatment of wounds. 

6. Support and immobilization of limbs 
in plaster casts. 

7. Coordinated. and carefully planned 
reconstructive surgery in the. general 
hospitals by teams of orthopedie, plas- 
tic, and neuro surgeons. 

DISCUSSION 

Dr. JoHN C. PiERSOoN (Wilmington): It is 

difficult for one in civilian practice to refer 


¥ to his own experience when it is trifling by 


comparison with that of Major Snedeeor. How- 
ever, I should like to say that it was reas- 


ae, suring to learn that certain principles already 


followed in our own work were in good stand- 


| ing so far as recent military practice is con- 


cerned. I was especially impressed with his 
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policy of leaving wounds wide open and 
splinting them with plaster of paris, whether 
these wounds happened to be a result of com- 
pound fractures, burns, or damage to the 
soft parts. Certainly any severe traumatic 
wound requires complete physical rest, after 
primary attention has been given to reduc- 
ing the bacterial activity in such a wound. 


It was of further interest to hear of his 
conservative management of certain fractures 
and to see the graphic evidence justifying the 
wisdom of such a policy. It is easy sometimes 
to decide upon such conservative methods in 
your own practice, and yet you sometimes 
wonder whether your judgment has been in- 
fluenced by a lack of experience in carrying 
out an alternate line of treatment. I am 
sure my own experience, however small by 
comparison with Major Snedecor’s, is in 
agreement with his own, so far as treatment 
of fractures around joints. These frequently 
will recover a surprising degree of usefulness 
in spite of their xray appearance, and correc- 
tive surgery can be deferred until justified by 
the functional impairment of these joints. In 
conclusion, I should like to thank Major Sne- 
decor for the opportunity of listening to his 
thoroughly interesting and instructive paper. 





Why Not Married Student Nurses? 
Married students nurses? Well, why not? 
These questions are asked—and answered 

—by Cecilia L. Sehulz, R. N., prominent 
author in her profession, writing in the Feb- 
ruary issue of Hospitals, the Journal of the 
American Hospital Association. 


After reviewing some of the standard ar- 
guments against admitting married women 
for nurses’ training, the author concludes 
that nursing may lose some of its best re- 
cruits by making the wedding ring a bar to 
student enrollment. 

‘‘Professional growth is not nourished by 
narrow prejudices or by antediluvian ru- 
lings,’’ she writes. ‘‘The development of 
nursing into a full-grown profession depends 
in part on the adoption of modern policies 
concerning married student nurses. Prob- 


lems do arise in connection with the married 
students—but none so complex that they 
cannot be ironed out.’’ 
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Lt. Col. Louis A. Stearns 


Headquarters, Panama Canal Department. 
—Lt. Col. Louis A. Stearns, Delaware State 
Entomologist and head of the Department of 
Biological Science at the University of Dela- 
ware, has been assigned to the Army School 
of Malariology in this Department after a 
14-month tour of duty with the Ninth Air 
Force in India, Egypt and Libya, and with 
the Persian Gulf Command in Iran and Iraq, 
Army officials here announced recently. He 
is instructor in Entomology in the Army 
school which is supervised by Col. Charles G. 
Souder. 

Col. Stearns entered the Army on direct 
commission in June, 1942, and completed an 
eight-week course in the Army School of 
Tropical Medicine in Washington, D. C., pre- 
paratory to his assignment overseas. He was 
promoted from the rank of major to lieuten- 
ant colonel in November, 1943, and came to 
Panama two months later. 

A graduate of Ohio Wesleyan University 
with A. B. and M. Se. degrees and of Ohio 
State University with a Ph. D. degree, he has 
been on the faculties of prominent universi- 
ties among which are Ohio State University, 
Alma (Mich.) College, Rutgers University 
and Virginia Polytechnic Institute. 

Author of more than 100 papers on biolog- 
ical science, Col. Stearns has been, president 
of the Eastern and Extension Branches of the 
American Association of Economic Entomolo- 
gists and of the Eastern Association of Mos- 
quito Control Engineers. He also served as 
chairman of the joint committee of the 
American Association of Economic Entomolo- 
gists and the Entomological Society of 
America for the classification of entomolo- 
gists for war service. 

His wife, Mrs. Margaret Foote Stearns, 
lives at 278 Orchard Road, Newark, Del. One 
son, Capt. R. F. Stearns, is with a Coast Ar- 
tillery unit in the South Pacific. Another 
son, Lt. D. H. Stearns, is in the Air Corps at 
Bolling Field, Washington, D. C. His daugh- 
ter, Miss 8. Frances Stearns, is employed by 
the Department of Justice in Washington, 
D. C. 
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Estinyl: A New Estrogen 

Ethinyl estradiol, the most potent orally- 
administered estrogen yet developed, has been 
announced by the Schering Corporation, 
pharmaceutical manufacturers of Bloomfield, 
New Jersey. The new drug is a derivative of 
alphaestradiol, the natural follicular hor- 
mone, and represents the substitution of an 
ethinyl group for the hydrogen atom attach- 
ed to the 17th carbon atom in that compound. 
Clinical evidence indicates that the new 
estrogen is 5 to 20 times as potent as stilbes- 
trol when given by mouth. 

‘Six years of laboratory and clinical re- 
search suggests that the high potency of the 
new estrogen may be due to the fact that it is 
not destroyed in the gastrointestinal tract nor 
is it inactivated by the liver; thus the body 
assimilates the most of the prepaartion ad- 
ministered. Because of its extremely high 
potency, the new drug is given in minute 
doses, .02 to .05 mg, and this small dosage 
makes treatment with the drug inexpensive. 


The new estrogen, which will be known as 
Estinyl, is less toxic, in therapeutic doses, 
than the synthetic estrogens such as stilbes- 
trol. Nausea and vomiting following its use 


are uncommon and when they occur, they - 


usually indicate overdosage, a condition 
which in most cases can be corrected by de- 
creasing the dose. Clinicians report that 
patients receiving Estinyl enjoy the general 
sense of well-being characteristic of naturally 
derived estrogens and not produced by syn- 
thetic compounds. 

Estinyl is indicated in the treatment of 
such estrogenic deficiencies as the menopau- 


' gal. syndrome, juvenile and senile vaginitis, 


hypo-ovarianism, and certain disturbances of 
the menstrual cycle. 

Estinyl Tablets are available in two 
strengths: 0.02 mg. (two hundredths milli- 
gram )—buff coated, and 0.05 mg. (five hun- 
dredths milligram)—pink coated; in bottles 
of 30, 60, and 250 tablets. 

Physicians who would like to receive clini- 


cal samples of this new drug sufficient for — 


trial In an average menopausal case, and a 
selection of reprints covering its clinical in- 


vestigation, are invited to address a request — 
to the Medical Research Division, Schering 


Corporation, Bloomfield, N. J. 
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THE WAGNER BILL 
Reactions among the public and the press 
to the Wagner Bill are becoming more fre- 
quent, more pointed, and more widespread. 
Apparently, the doctors are not without 
friends. We reprint below five statements 
typical of these. 





The following editorial, which was pub- 
lished in the Tulsa World of Monday, No- 
vember 22, 1943, is reproduced with the per- 
mission of that newspaper: 

GREAT FEDERAL TAKE-OVER 

‘‘Battling over the expanded social secur- 
ity bill introduced by Senator Wagner, Sena- 
tor Murray, and Representative Dingell is 
well along. This bill goes far beyond any 
proposed legislation looking to federal con- 
trol of prettv much all business and most of 
the people. It also confers specific advan- 





tages upon labor and certain other groups 
and aims body blows at medical practice, 
states’ rights, and business in general. 

‘*As we understand this bill, it provides for 
coverage of a large number of workers and 
many who can be called workers only by 
courtesy ; gives specially liberal treatment to 
soldiers, and promises to maintain them in 
idleness if they do not care to go to work. 
It carries several kinds of health and hos- 
pitalization insurance including ‘‘ Maternity 
insurance for working women’’; it provides 
for taking over unemployment and to set up 
a national system of unemployment insur- 
ance; it would set up a broad system of na- 
tional employment offices and provide very 
much larger old-age assistance and disability 


_benefits. 


‘*In opposition to the measure, the medical 
profession can be counted foremost. The most 
direct and general attack so far comes from 
the organized doctors on the plea that the 
whole matter of medical care is sought to be 
revolutionized and personal worth and attain- 
ment set aside. State officials are organiz- 
ing to prevent the government taking over 
unemployment on a national basis. That 
would remove a great big chunk of authority 
from all states and communities. The fed- 
eralization of employment agencies and of 
unemployment compensation provides for the 
biggest machine the world has ever known; 
it would give the federal government detailed 
supervision over every man’s store or fac- 
tory, every man’s job, and every family’s 
income. 

‘“‘The medical proposal is probably the 
clearest starting point for opposition to the 
Wagner bill, which exceeds in liberality and 
scope the famous Beveridge plan in England. 
The value of this item as a rallying point is 
plain, for it violates our conceptions of free- 
dom and progress over three centuries. For 
the present, the leading forces are identified 
as the American Federation of Labor on one 
side and the organized medical professions 
on the other. The cleavage will naturally 
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deepen and widen. It is becoming so broad 
as to be a straight-out contest between old- 
time democracy and the modern socialism and 
Communism. Just now the biggest activity 
is by mail, and the leading camps are delug- 
ing the country with letters and pamphlets. 
It breaks out in newspapers and on the air 
occasionally and pretty soon the engagement 
will be general. 

‘*Tt is well for all the people to be studying 
this bill. Congress will settle the matter un- 
der the impact of popular opinion. It ap- 
pears to most of us as extreme federalization 
and our claim is that the country is not ready 
for any such violent departure.’’ 





The following editorial is from the Labor 
Digest of Indianapolis for February, 1944: 

‘“‘Dr. Morris §8. Fishbein, Editor of the 
Journal of the American Medical Association, 
has announced that he plans to poll the 
55,000 physicians in the armed services on 
their plans for post-war careers. He estimates 
at least 15,000 of these will return to civilian 
life without any previous experience and 
practice. 

‘‘Dr. Fishbein will ask these medical ser- 
vicemen what they think of socialized medi- 
eine. There can be little doubt as to the over- 
whelming majority against such an innova- 
tion in the ancient art of healing. The mo- 
tives which inspire the young men to study 
medicine have never been mercenary. Some 
are moved by the blessed scientific curiosity 
which brought about the civilization of man; 
some simply desire to serve suffering human- 
ity and, allowing for the frailty of human 


nature, all no doubt are allured by the dig- 


nity of a learned profession. It takes too long 
and it costs too much to become a doctor for 
the money-mad to become interested. 

‘‘Tt. would be very difficult to imagine any 
man with an investment in a medical educa- 
tion to become a creature of the governmental 
bureau. In the first place, science esteems its 
freedom above all else. Down through the 
ages scientific minded men have had to fight 
for their freedom to explore nature. Science 
has only flourished under democratic toler- 
ance. 

‘* Any physician who preferred to have his 
living guaranteed for him by the government 


‘contrary notwithstanding, we have 
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and his activities restricted by the same au- 
thority would certainly be condemned by all 
his fellow-scientists as a drone. 

‘*Progress in medical science has brought 
an estimable relief to humanity. There could 
be very little progress made in the future by 
bureaucratic drones or by men whose indus- 
trious curiosity was hampered by political 
considerations. 

‘“When the New Deal begins seriously to 
tamper with medical freedom, we predict it 
will find it has taken on an opponent whom 
no good match-maker would have chosen for 
Ee 





Quotations from a sermon preached by 
Rev. Arnold Crompton, First Unitarian 
Church of Erie, Pennsylvania, January 2, 
1944; 

‘‘The major proposals for socialized medi- 
cine hitherto considered follow this general 
pattern: Physicians and surgeons are to be 
organized under governmental supervision, 
to have a set number of patients allotted to 
them, and for financial remuneration are to 
receive prescribed fees or a regular salary. 
The people who are ill, after fulfilling vari- 
ous legal requirements, will receive such care 
as the law may deem their cases require. The 
bill is paid, in one way or another, through 
government funds raised either by taxation 
or policy premium. 

‘‘Tf this is socialized medicine, then I am 
against it—for it is filled with as much evil 
against humanity as it is good. If these 
United States of ours constituted a genuinely 
Communistic nation conforming to the teach- 
ings of Karl Marx, then that kind of social- 
ized medicine would be acceptable. If these 
United States of ours constituted a Fascist 
nation conforming to the teachings of Adolf 
Hitler, then that kind of socialized medicine 
would be acceptable. .However, it so happens 
that we are shaped into a democratic nation, 
based upon the humanistic ideas of Greece 
and the ethical and spiritual teachings of 
Jesus. And brutal national mistakes to the 
for 
more than a century and a half—made a suc- 
cess of our democracy. We need a socialized — 
medicine—there is no doubt of that—but on 
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the democratic plan, retaining the full ethical 
principles of the free spirit. 

‘‘These programs proceed on the assump- 
tion that physicians and surgeons are evil 
ereatures, enemies of the people, who need to 
be under strict governmental supervision. 
They assume that all medical men want are 
high fees. They assume that in order that 
people may receive good treatment, doctors 
must be guarded like common criminals. Yes, 
there are doctors whose ethical practices are 
not above reproach. There are doctors who 
are money-mad. And there are doctors who 
are reactionaries on social issues and who 
band themselves together to defeat progress. 
Is this sufficient justification for the state to 
assume control of the entire profession?. It 
is? Then put every other trade and profes- 
sion under the same control, for. the same 
evils are manifested in them. But don’t 
forget what happens in the process. You re- 
place democracy, with its conception of the 
dignity of man, with a_ state-dictatorship 
based on the bestiality of man. And the free- 
dom so hard fought for at Guadalcanal, Attu, 
and Africa is gone as though those victories 
had been defeats.’’ 





‘*State Medicine Ailing in New Zealand’’ is 
headline in Chuwago Tribune, January 24, 
1944. Quentin Pope in a three-quarter col- 
umn dispatch brings out that an acute short- 
age of physicians due to the war has: - 

(1) Brought to light ‘‘two cases where 
organized workers have declined to continue 
at their jobs unless physicians were pro- 
vided. ’’ 

(2) Brought the charge that ‘‘some medi- 
eal men who cannot be called eminent re- 
eeived $50,000 each from the social security 
fund last year.’’ Physicians back in New 
Zealand after years of service with the armed 
forees have been startled. One past presi- 
dent of the medical association described the 
Situation as ‘‘an awful racket.’’ 


(3) Resulted in a charge by the Welling- 
ton Manufacturers’ Association that certifi- 
cates issued covering disability to perform 
set jobs ‘‘ were often unsatisfactory and were 
issued when doctors were not in a position to 
formulate any opinion on the nature of the 
job involved.’’ 
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(4) Overworked physicians so_ that 
‘‘since the national health service became 
free doctors have been so heavily dated up in 
their consulting rooms there have been in- 
stances of them refusing to visit cases which 
have proven fatal.’’ 

(5) Brought incomes to three physicians 
who ‘‘were:- making incomes equivalent to 73 
attendants on patients on every day of the 
year. If a doctor worked ten hours a day 
. . . this meant he still had to see seven peo- 
ple an hour exclusive of his traveling time.’’ 





A resolution of the Council of the Missouri 
State Medical Association opposing passage 
of the Wagner-Murray-Dingell bill and sent 
to the Missouri congressmen evoked some very 
interesting replies. Senator Bennett Champ 
Clark and Representative John J. Cochran 
were non-committal. Excerpts from others: 

United States Senator Harry S. Truman: 
‘‘T am not for socialized medicine. How- 
ever, it is up to the doctors themselves to re- 
instate some sort of a country doctor system 
or some sort of a mass medical system so the 
common ordinary man can have access to 
able and well qualified physicians. Things 
have gotten to the point in specialized medi- 
cine, which is just as bad as socialized medi- 
cine, that the ordinary citizen is in the posi- 
ton of having to do without because he can’t 
afford a specialist. I think it is up to the 
doctors themselves to work the situation out, 
because if they don’t, we are going to have 
socialized medicine.’’ 





ARIZONA MEDICINE. 

The Arizona State Medical Association has 
issued a new State journal, under the above 
title. Vol. 1, No. 1, is at hand, and is a dis- 
tinct addition to the list of state journals. 
The contents of its three main sections—scien- 
tific, editorial, organization—compare: most 
favorably with the other state journals. The 
format and stock are excellent. This new- 
comer will be published bimonthly, and sup- 
plants Southwestern Medicine, which served 
Arizona and New Mexico. Says Delaware. to 
Arizona: How’dy, pa’dner, and lots of luck! 
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| MISCELLANEOUS 
War Price & Rationing Board 212.1 
216 West 9th Street 
Wilmington 43, Delaware 
February 18, 1944 
Dr. C. C. Neese, President, 
New Castle County Medical Society, 
Wilmington, Delaware. 
Dear Dr. Neese: 

The OPA and the undersigned realizes full 
well the shortage of doctors in our community. 
Our gasoline panel, of which I am Chairman, 
has always been most liberal in granting to 
physicians, the gasoline that they might pos- 
sibly need in the practice of their profession. 
This was done as an aid to them, and the 
community in general. 

I find that the OPA gasoline panel is not 
getting the full wholehearted cooperation of 
some of your members. I have had before 
me recently two concrete cases in which Wil- 
mington physicians have, by telephone and 
letter, given this panel apparently mislead- 
ing information in regard to the gasoline re- 
quirements of certain patients of theirs. One 
case covered a man who had been operated 
upon for a duodenal ulcer, wherein it was 
specified that it was imperative that he drive 


or be driven in his automobile to Florida for 


his health. The second case before me covers 
a supposed sufferer from tuberculosis, who 
had flagrantly and untruthfully misrepre- 
sented his intent to permanently change his 
residence, obtained sufficient gasoline to 
spend three weeks in Florida, and who under 
ordinary conditions would have had all 
gasoline allotment rescinded for thirty (30) 
days or more for this action. One of your 
physician members stated to me over the 
telephone that it would be a great physical 
hardship for this sufferer of tuberculosis not 
to have sufficent gasoline to drive his auto- 
mobile. 

I am bringing these specific cases before 
you as I desire and hope you will give this 
panel your full cooperation. 

May I have a reply to this communication 
and a statement from your society of its view 
in general on this subject. 

Very truly, 
Enocu Moore, JR., 
Chairman, Gasoline Panel. 
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February 25, 1944. 
Dr. C. C. Neese, President, 
New Castle County Medical Society, 
Wilmington, Delaware. 
Dear Dr. Neese: 

Your attention is called to the following 
extracts taken from the Gasoline Rationing 
Regulations (as amended to 2-9-44). 

‘*No special rations may be issued except 
for the particular purposes specifically pro- 
vided in this section.’’ 

‘*Special rations shall be issued in order to 
permit the acquisition of gasoline for the fol- 
lowing purposes: 

(1) For use with a passenger automobile 
XX : 

(1)XX to obtain necessary medical atten- 
tion or therapeutic treatment, including the 
transportation of a patient from the place 
where he has obtained medical attention or 
therapeutic treatment to his home or lodg- 
ings.’ 

‘‘The ration allowed may include mileage 
for travel to pick up an ailing person and then 
transport him to the place where medical 
treatment will be rendered and also for the 
return trip.’’ 

‘“‘The applicant must establish that alter- 
nate means of transportation are not avail- 
able or adequate for the purpose for which a 
special ration is sought.’’ 

‘*A Special Ration may be issued for 
travel to reach a place where medical atten- 


tion or therapeutic treatment is received 


such as a doctor’s office, hospital, clinic, sani- 
tarium, curative institution or work shop. 
The ration may include additional round trip 
to such institution for the purpose of return- 
ing the patient to his home.”’ 

‘‘Purposes for which rations may not be 
issued. ’’ 

‘‘Travel to more favorable climate for pur- 
poses of health. 

‘‘Riding in an automobile does not in itself 
constitute medical treatment even though it 
may afford relaxation to the individual. 
Benefit derived from fresh air or sunshine 
is not therapeutic treatment.’’ 

‘A doctor’s statement may be considered 
only in determining whether medical atten- 
tion is necessary and as some evidence as to 
whether travel by automobile is necessary. 
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‘‘The Board should be satisfied that alter- 
native means of transportation are not avail- 
able or are inadequate. If the applicant de- 
sires to travel a great distance to visit a doe- 
tor who has never treated him before, the 
Board should be satisfied that the trip will 
be made in good faith and not as a pretext 
for other purposes. ’’ 


Contrary to general opinion, a special ra- 
- tion may not be issued in all cases involving 
sickness. 


Without any intent of criticism, it must 
be called to the attention of all doctors that 
there has been too free use of certificates by 
doctors as to need of travel by their patients. 
Too frequently patients or their relatives are 
put to the inconvenience of appearing before 
the Board with requests for special rations 
which the Board cannot grant. 


With respect to cases where applicant de- 
sires to travel a long distance, the local doc- 
tor should certify that treatment is to be 
obtained from a Specialist. With few excep- 
tions, all ailments can be treated locally. 


Please acknowledge receipt of this letter. 


Yours very truly, 


Enocu Moore, JR. 
Chairman, Gasoline Panel. 





Reading Eye, Ear, Nose and Throat Society 


The Reading Eye, Ear, Nose and Throat 
Society, Reading, Pennsylvania, will hold an 
open meeting Wednesday, April 19, 1944. 
The program includes wet and dry clinies, a 
squint clinic, conferences on conservation of 
hearing, on optical centers, four papers on 
motor disturbances (diagnosis, use of prisms, 
use of atropine, surgery), and a lecture ‘‘The 
Bronchial Tree.’ 

Guest speakers will be Doctor George P. 
Guibor of Chicago, Mr. Austin B. Belgard of 
Chicago, and Doctor Chevalier L. Jackson of 
Philadelphia. | 

For details address: Secretary, 232 North 
Fifth Street, Reading, Pennsylvania. 
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NEW OCD CHIEF MEDICAL OFFICER 

The U. 8S. Office of Civilian Defense an- 
nounces (March 9, 1944) that Dr. W. Palmer 
Dearing, Senior Surgeon, U. S. Public Health 
Service, has been appointed Chief Med- 
ical Officer, effective March 1, to succeed 
Dr. George Baehr, who has served as Chief 
Medical Officer since June 1, 1941. Dr. 
Dearing has been Assistant Chief Medical 
Officer of the Office of Civilian Defense 
since July 8, 1941, and has assisted in the 
planning and development of the entire 
emergency medical program. 

Dr. Courtney. M. Smith, Senior Surgeon 
(R), U. S. Public Health Service, formerly 
Regional Medical Officer of the Ninth Civil- 
lan Defense Region (West Coast), will be- 
come Assistant Chief Medical Officer. 

Dr. Wallace M. Chapman, Surgeon (R), 
U. 8. Public Health Service, will succeed Dr. 
H. van Zile Hyde as Field Casualty Officer, 
and Dr. Charles C. Chapple, Surgeon (R), 
U.-S. Public Health Service will succeed Dr. 
Karl J. Thomson as Intelligence Officer. 

The program and policies of the Medical 
Division as developed in the past two and a 
half years will continue unchanged, Dr. 
Dearing said in releasing the following 
statement : 

‘‘The Emergency Medical Service, the 
Casualty Receiving and Emergency Base 
Hospitals, the plans for Emergency Medical 
Service to industrial plants, and the plans 
for mutual aid on a statewide or regional 
basis for distribution in an emergency of per- 
sonnel, equipment and supplies, including 
blood plasma, must be maintained. 

‘‘The Affiliated Units consisting of 15 
physicians, surgeons, and specialists commis- 
sioned in the Public Health Service Reserve, 
which are available on call to render aid to 
civilians or to military personnel in a war 
emergency, will continue to maintain their 
organization for service when needed. They 
will be activated by the Surgeon General of 
the Public Health Service on recommendation 
of the State Chief of Emergency Medical 
Service through the Chief Medical Officer, 
Office of Civilian Defense. The cireumstan- 
ees under which they will be called to serve 
are set forth in OCD Cireular, Medical Se- 
ries No. 31. Likewise, Affiliated Nurses’ 
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Units which have been recruited to serve in 
such emergencies are composed of 22 nurses 
each, who have special Civil Service appoint- 
ments. The file of names will be kept cur- 
rent in the Emergency Medical Section of 
the Public Health Service and in the Regions 
where organized. 

‘*The blood plasma banks which have been 
established in 180 hospitals with the assist- 
ance of grants-in-aid from the Public Health 
Service on recommendation of the Office of 
Civilian Defense will continue to maintain 
their reserves of plasma which can be dis- 
patched as needed by the local or State Chiefs 
of Emergency Medical Service. In addition, 
the 29,500 units of frozen and 50,000 units 
of dried plasma procured by the Public 
Health Service and distributed to the physi- 
cians and hospitals of the Emergency Medical 
Service will continue to be available. Dr. 
John B. Alsever, Surgeon (R), U. 8. Public 
Health Service, will continue to exercise tech- 
nical supervision of the plasma program and 
to consult with hospitals on their plasma, 
problems. 

‘‘The Rescue Service, which was recently 
inaugurated following two nationally spon- 
sored Pilot Schools at Pittsburgh, Pennsyl- 
vania, and Berkeley, California, is being de- 
veloped under the direction of Mr. Philip 
Miller, Engineer (R), U. S. Public Health 
Service, Chief Reseue Officer. Rescue per- 
sonnel trained in the Pilot Schools are con- 
ducting training schools in States and com- 
munities. This training has already paid 
dividends in lives saved ‘at disasters such as 
the Easton, Pennsylvania, explosion and fire; 
the wreck of the Congressional Limited; the 
disaster from the explosion at Kearney, New 
Jersey, and other lesser catastrophes. 

‘The gas protection program will be,con- 
tinued under Dr. Alberto F. Thompson, Jr., 
Sanitarian (R), U. S. Public Health Service, 
Chief Gas Officer. Local gas reconnaissance 
specialists will be encouraged to maintain 
their organizations at peak efficiency by lo- 
eally sponsored and conducted refresher 
courses for which the newest and most satis- 


factory methods of detection and recognition 


of gases will be available. Consultative as- 
sistance will be provided to States and com- 
munities by the Office of Civilian Defense 
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when requested. More emphasis will be 
placed on the routine hazards surrounding 
manufacture, transportation and storage of 
toxic chemicals, hazards which can be dealt 
with only by chemically trained individuals. 

‘‘The sanitary engineering program, in- 
cluding the mutual aid water program, will. 
be continued under State and local auspices 
with the guidance of the U. S. Publie Health 
Service. The Public Health Service was 
directed by the President to assume respon- 
sibility for security of public water supplies, 
and the engineering staff of the Medical 
Division has been transferred to the Public 
Health Service to operate both programs con- 
currently and to serve in a consultant ¢a- 
pacity to the Office of Civilian Defense. 

‘“‘The recent reduction of the staff of the 
National Office of Civilian Defense makes it 
imperative that States and communities as- 
sume more responsibility for these activities. 
The Emergency Medical Service organization 
in the field and in hospitals has repeatedly 
demonstrated its value in the disasters which 
wartime hazards have brought upon us in in- 
creasing numbers. For the first time the 
heaith and medical facilities of our commu- 
nities have been organized for effective 
mobilization in the event of an emergency, 
and these gains should not be allowed to 
lapse. It is desirable that the Emergency 
Medical and Rescue Service be allied with 
permanent agencies of State and local gov- 
ernment. | 

‘‘In many localities, the Emergency Medi- 
eal Service has already been established 
under the health department. This has 
many advantages beeause the health depart- 
ment is a professional organization with the 
administrative machinery and personnel al- 
ready at hand to maintain leadership, keep 
records, and serve as the coordinating center 
in an emergency. Those cities having a de- 
partment of hospitals may find it advantage- 
ous to establish and maintain the Emergency 
Medical Services under their jurisdiction. It 
would be desirable for this pattern to be ex- 
tended to those communities which have 
established the Emergency Medical Service — 
on a temporary basis without any relation to 
permanent agencies. Similarly, the Rescue 
Service might well be established in the pub- 
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lic works department. Rescue work requires 
heavy equipment, tools, trucks, and strong 
willing hands. The permanence of the pub- 
lic works department will be of great assist- 
ance in maintaining the organization. 

‘‘The emergencies which have been cre- 
ated by the war have borne fruit in the con- 
solidation of community thinking and action 
in the protection of their communities. With 
the maintenance of a well trained and 
equipped Emergency Medical Service, every 
community will be prepared to give adequate 
care to injured and to save lives which other- 
wise would be lost. It appears certain that 
this cooperative and constructive spirit will 
be preserved in the organized Emergency 
Medical Services of the Citizens Defense 
Corps throughout the country.’’ 





Tuberculosis has no sporting instinct and 
it does not follow the Marquis of Queensbury 
rules for combat. Wartime with its over- 
work, strain, anxiety, food shortages, over- 
erowded living conditions, makeshift working 
conditions, broken rest and lack of proper 


recreation manages to lower the resistance, 


of many otherwise strong people. That is 
when tuberculosis strikes. Persons between 
the ages of 15 and 45, the age range when 
the disease most often comes, should be warn- 
ed that colds and other seemingly simple ail- 
ments should not be neglected. The disease 
ean be easily checked if it is found in time. 
The easiest marks for tuberculosis are boys 
and girls in their late teens and early twen- 
ties. We can look forward to the time when 
every young person going to work for the 
first time will have his or her lungs X-rayed 
as a matter of routine. Joseph Alexander, 
M. D., Sea View Hospital. 





Case finding in tuberculosis has recently 
been undertaken on a stupendous seale. Care- 
ful estimates based on actual findings to date 
indicate that by the end of this year approxi- 
mately 25,000 persons will have been diag- 
nosed as in need of hospitalization who in 
ordinary times would not have been suspected 
of having tuberculosis. The armed. forces 
are expected to include more than eleven 
million men by the end of 1943, all of whom 
will have been X-rayed except the first few 


be 
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hundred thousand inducted. The U. S&. 
Public Health Service is carrying on an in- 
tensive case-finding campaign among certain 
groups of workers, which has been supple- 
mented by local and state health agencies. 
Most of these newly found cases are asympto- 
matic; probably only a few have a history 
of contact or have ever been examined 
previously. 

These estimates point to the need for great- 
ly increased sanatorium facilities. For some 
time sanatoria have been closing wards and 
curtailing activities because of the lack of 
trained personnel. The mere effort to keep 
these hospitals going in accordance with ac- 
ceptable standards represents a serious un- 
dertaking. When to this is added the urgent 
need for greatly increased facilities, the re- 
sponsibility indeed becomes tremendous. 
Mary Dempsey, Am. Rev. of Tb., July, 1943. 





BOOK REVIEWS 


Gastro-Enterology, in three volumes. By 
Henry L. Bockus, M. D., Professor of Gastro- 
enterology, University of Pennsylvania Grad- 
uate School of Medicine. Volume II—Intes- 
tines and Peritoneum. Pp. 975, with 176 illus- 
trations. Cloth. Price, $35.00 the set. Phila- 
delphia: W. B. Saunders Company, 1944, 


Voiume II of this remarkable work con- 
tinues the excellence noted in Volume I, 
which was reviewed in THE JOURNAL, Sep- 
tember, 1943. Especially noteworthy are the 
chapters devoted to duodenal ulcer, appen- 
dicitis, and intestinal obstruction, which are 
as sound surgically as they are medically. 
In the differential diagnosis of chronic ap- 
pendicitis a note might have been added on 
contracture of the psoas parvus tendon. 

The acute diarrheas are not discussed as 
such, hence we looked in vain for help in 
combatting the acute diarrhea of the new- 
born that is afflicting the country at present. 

We noted remarkably few typographical 
errors. On page 889, line 2, there should be 
a comma after the word ‘‘pathologically,’’ 
otherwise the line is confusing. On page 891 
‘*Rossing’s sign’”’ should be ‘‘ Rovsing’s sign.’’ 

The illustrations are excellent, especially 
the colored plates. The index is ample. 

The style is most readable and is constant 
throughout, despite the fact that some of his 
associates contributed seventeen of the chap- 
ters. In fact, this volume displays the uni- 
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form excellence that was to be expected after 
reviewing the first one, and like the first one, 
is heartily recommended. We shall look for- 
ward to seeing the third and final volume. 





Minor Surgery. By Frederick Christopher, 

M. D., Associate Professor of Surgery, North- 

western University. Fifth edition. Pp. 1006, 

with 575 illustrations. Cloth. Price, $10.00. 

Philadelphia: W. B. Saunders Company, 1944. 

After a lapse of four years another edition 
of Christopher’s ‘‘Minor Surgery’’ is offered. 
We have followed this work since the first 
edition of 1929, with an interest that almost 
amounts to enthusiasm. We said then and 
we say now: this is the best book we know of 
on this, subject. But this is not merely a 
‘‘minor’’ surgery; many procedures of a 
borderline nature are included that would be 
termed ‘‘major’’ by most surgeons. This is 
the most thoroughly documented book on 
this subject that we have seen. 

In the inevitable next edition we would 
like to suggest certain changes that we would 
regard as improvements. First, a more ex: 
tended ‘‘Contents,’’ one that contains sub- 
headings, that show the actual contents of the 
various chapters, after the fashion of 
Bockus’ ‘‘Gastroenterology,’’ for at present 
Christopher’s chapter titles give too vague 
an idea of their contents and force one to 
turn too frequently to the index. Second, the 
index should be more liberally cross-indexed, 
especially in reference to names of men who 
have made outstanding contributions to pro- 
cedures, despite the fact that, generally, we 
loathe eponymic terms. Third, the chapter 
on the ‘‘Surgical Intern’’ still contains too 
much matter on technique that should be 
distributed among the various other chapters. 
Finally, there are a few omissions, notably 
that concerning blood transfusions via the 
bone marrow (Tocantin’s technique), though 
aspiration of marrow is included; on more 
than one occasion we have found intrasternal 
transfusions a life-saving procedure. 

Again we say—this is still the best book 
we know of on this subject. 





Traumatic Injuries of Facial Bones. By 
John B. Erich, D. D. S., M. D., Assistant Pro- 
fessor, Plastic Surgery; and Louie T. Austin, 
D. D. S., Associate Professor of Dental Surgery, 
respectively, Mayo Foundation, Graduate 
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School, University of Minnesota. In Collab- 
oration with Bureau of Medicine and Surgery, 
U. S. Navy. Pp. 600, with 333 illustrations. 
Cloth. Price, $6.00. Philadelphia: W. B. 
Saunders Company, 1944. 








The results of present-day war trauma ap- | 
parently brought into being this new book © 
from the Mayo Clinic. Reversing the usual © 
sequence, the last three chapters deal with | 
general techniques, while the first nine chap- ™ 
ters: deal with specific injuries, detailing ” 
first the problem and then the treatment. The 
text is brief but not too terse; the illustrations — 
speak louder than words; and there is suffi-— 
cient near-repetition to hammer the matter 
home. This book covers a difficult field, one 
in which end-results are frequently indiffer- 7 
ent, but as Vice-Admiral McIntyre says in © 
his Foreword, it ‘‘tells how to do the imme- | 
diate thing ... leads to what should be | 
done as a follow-through.’’ The text is” 
brief—the story is told chiefly by the excel- 7 
lent illustrations. Invaluable to the military | 
surgeon, this book should be welcomed by all © 
civil surgeons who are called upon to treat | 
serious facial injuries. 






























Handbook of Nutrition. A Symposium pre- 
pared under the auspices of the Council on 
Foods and Nutrition of the A. M. A. Pp. 586. 
Cloth. Price, $2.50. Chicago: American Medi- 
cal Association, 1943. 







This handbook is a reprint, with additions, | 
of the articles published last year in the | 
Journal of the A. M. A., by some 28 contri- | 
butors. The latest literature on fats, carbo- 
hydrates, proteins, mineral salts, and vita- 
mins is included, and scientifically the va- 
rious chapters, written by authorities in their | 
subjects, represent the latest thought and 
word. However, the most portentious chap- | 
ter, especially politically, is the one by Hazel 
K. Stiebeling, Ph. D., of the U. S. Depart- 
ment of Agriculture, which states (p. 406), ” 
that ‘‘the over-all picture drawn of dietary 
adequacy tends to be optimistic,’’ thus giving” 
the dietitians, the nurses, and the physicians” 
something additional to strive for. j 

This is an up-to-the-minute book that sup- 
plies the practitioner, and his public, with 
scientific facts. The practitioner, and his: 
public, can use these facts to confound the | 
political balderdash that has hitherto been’ 
dished out. For sale only by the publishers. 
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